Hospital, and Dr. Lockyer, after examination, reported it as a very necrotic and haemorrhagic fibroid polypus. However, soon after the removal of this growth the uterus rapidly enlarged and was removed by panhysterectomy, when it was found to contain a mixed giant-celled sarcoma with a secondary deposit on its peritoneal coat. At the time of showing the specimen the patient was alive and well, but she had since died-i.e., within a year of the operation-with metastatic growths all over the body. The obvious moral was that every case of so-called fibrous polypus should be microscopically examined, and doubtful cases kept under observation in the expectancy of recurrence.
A Case of Non-ovarian Pelvic Dermoid Tumour.
By FRANCES IVENS, M.S. I venture to bring this case forward, as I think it is one of some rarity. Dermoid tumours originating in the pelvic connective tissue, non-ovarian in origin, are apparently of infrequent occurrence, and I have only been able to find twenty-nine cases reported.
As far back as' 1859 Birkett [1] , in Guy's Hospital Reports, described a dermoid cyst, the size of a walnut, situated in the connective tissue between the rectum and sacrum. A later case occurring in this country was reported by Page [7] , of Newcastle, in 1891-viz., "A large extraperitoneal dermoid cyst successfully removed by an incision across the perineum, midway between the anus and coccyx." Emmet [4], in 1884, brought before the Gynaecological Society of New York an instance of a dermoid tumour developing in the connective tissue of the left fornix, which he diagnosed as an ovarian tumour and removed by laparotomy. Emmet mentioned that it was the only case of the kind *which had come under his notice. In 1906 Dr. Karl Reinecke [8] added to the cases already described and collected by Siinger [10],. Rosthorn [9] , and Skuitsch [11] , twenty-four in number, four others reported by Von Abel [13] , Gottschalk [6] , Steffeck [12] , and Brose [2] , and one occurring in his own practice. Reinecke pointed out the necessity for distinguishing ovarian dermoids closely connected by inflammatory adhesions with the pelvic connective tissue from those arising primarily beneath the peritoneum, aetiologically distinct, and entirely unconnected with the ovary. Reinecke classifies these twentynine cases into seven groups: (1) seven situated between the rectum and sacrum; (2) five in the connective tissue of the left fornix; (3) four in the connective tissue of the right fornix; (4) five behind the rectum but extending into the left fornix; (5) two behind the rectum but extending into the right fornix; (6) three on the upper surface of the posterior vaginal septum; (7) three in the connective tissue of the broad ligament. In commenting on the extreme rarity of these tumours, Gebhard [5] mentions their predilection for the left half of the pelvis, and points out their tendency to be of somewhat simpler structure than the highly complex ovarian dermoids, hair and teeth being of infrequent occurrence. All the recorded cases occurred in women, with one exception, where de Quervain [3] first incised and then removed a large retroperitoneal dermoid from a man aged 58.
The tumours have been of varying size, occasionally forming large abdominal swellings, often not giving symptoms until after puberty.
Their origin is uncertain. The tumours belong to the simpler varieties of dermoids, and do not resemble in structure the sacro-coccygeal tumour, but probably arise from the post-anal gut. That they are unconnected with the ovary is fully proved. Symptoms have been chiefly caused by pressure on the adjacent pelvic organs, giving painful defecation and difficult micturition; pain on sitting has been noticed, and occasionally dysmenorrhcea and.menorrhagia; repeated attacks of pelvic inflammation have usually occurred. The diagnosis has not been clear, and in some cases has only been determined by exploratory puncture or laparotomy. In the treatment, simple incision with drainage has been found to be unsatisfactory. In one case the vagina was incised eight times for what was believed to be a pelvic abscess, a vaginal fistula remaining. The cyst was finally extirpated by Brose. Complete removal is the only method likely to be successful, and to effect this various routes have been tried. Siinger was in favour of a perineal incision, and Page [7] made an incision between the anus and coccyx. For a tumour situated above the recto-vaginal septum Reinecke [8] performed a posterior colpotomy. Emmet adopted the abdominal route. In a case recorded by Von Biernacki [11] , associated with pregnancy and difficult labour, the tumour was punctured through the rectum, the patient recovering after a prolonged illness.
The following case occurred in a -young woman, C. E., aged 26, married three years, nullipara. Menstruation was regular every month, not excessive, and lasted three to five days. There was no dysmenorrhcea or intermenstrual discharge. The patient, who came to the Liverpool Stanley Hospital complaining of severe pelvic pain, was sent on to the Gynocological Department by Dr. Owen, and I first saw her on March 28, 1908. She was a healthy-looking woman, but was evidently suffering acutely. She could not comfortably sit down, and said the pain was worse on defiecation. No history of a previous attack was given, but on close inquiry later I ascertained that for seven years similar attacks had occurred at intervals, associated with painful defaecation and rectal discharge. She had been told at several hospitals that she had a fistula, and three and a half years before had been an inmate of Mill Road Infirmary for a fortnight. Dr. Nathan Raw kindly supplied me with the following report of the patient, then unmarried. The history was given that she had had pain, more or less severe, at intervals, for three years before admission. When she came into the hospital she complained of pain in the rectum, and said she had passed a good deal of matter the day before. Examination at that time appears to have been negative, and, as she seemed to be quite well and there were no symptoms, nothing was done.
On examining the patient there was tenderness in the left iliac fossa. A bimanual examination, owing to the muscular rigidity and the pain caused, was necessarily rather incomplete, but determined the presence of a fixed fluctuating swelling, the size of a goose egg, high up in the left fornix, to the left of, and in front of, the rectum. The uterus was small, retroverted, and matted up with the appendages. I believed the case to be one of pyosalpinx, or ovarian abscess; possibly of tuberculous origin, and advised the patient to come into hospital, which she was very ready to do. While waiting a few days for a bed the district nurse reported that the patient had passed some thick matter by the rectum, rather like condensed milk, and was feeling easier.
On April 6 I performed laparotomy, making no attempt to reach the swelling by the vagina, as it was high up, and the pouch of Douglas was occupied by the retroverted uterus and adherent appendages. I found the swelling lay entirely behind the peritoneum, which was stretched smoothly over a cyst lying partly in front and to the left of the rectum. It was quite unconnected with the uterus or appendages. I incised the peritoneum and enucleated the tumour from its bed; it shelled out easily, without rupture, as it had a thick wall. There was very slight venous oozing. No opening into the rectum could be seen, though there was a small, dark, softened area in the tumour wall, where it had been in close contact. The cellular-tissue space was mopped out with warm saline solution and the peritoneal edges brought together with a few catgut stitches. I closed the abdomen without drainage. This I afterwards regretted when, on closer examination of the tumour later, I found that on slight pressure thick, buttery material of an apple-green colour and intensely offensive odour exuded from the softened area in the wall. I felt that the nurse's history was probably correct, that the tumour had partly discharged into the rectum, and had in this manner become infected. The specimen removed is a thick-walled, single-chambered cyst, partially septate. At one spot the wall is thinner. Microscopically, the wall shows an outer layer of dense, fibrous tissue, lined by granulation tissue, fronm which all traces of epithelium have disappeared. The cyst contained greasy material, which on cooling became of the consistency of butter, of a bright green colour similar to that produced by Bacillus pyocyaneus. Microscopically, cholesterin crystals and debris were seen. Cultures were sterile, and no organisms could be seen in coverslip preparations made from the cyst contents.
After operation the patient was unusually restless, and Mr. Sanderson (the house surgeon) gave a small dose of morphia. The following day the pulse was rapid and feeble, and vomiting continued until, on the third evening, the patient became very ill. The pulse, 160, was almost imperceptible, and she lay in a semi-comatose condition. There was no abdominal pain or distension, and the temperature was normal. The symptoms suggested a toxamia. After a dose of calomel had been given, two pints of saline were administered intravenously, and a little improvement followed. Diarrhoea began the following morning; the stools, first blood-stained, became bright green in colour. Several pints of saline were injected into the cellular tissue beneath the breasts with marked benefit. Stimulants were given and the saline repeated. The patient gradually improved, the diarrhoea passing off in a few days and the wound healing by first intention. She left the hospital within three weeks, and when I saw her some months later was in very good health and free from pain. I think the chief points of interest in this case are its unusual nature and the difficulty of diagnosis. With regard to the treatment adopted, although the patient recovered, she had a very narrow escape. Had I realized earlier that the contents of the cyst were infected I should have taken the precaution of draining the cellular tissue. That the tumour was of dermoid nature is, I think, probable from the character of its contents, as I know of no other tumour which would contain liquid grease. It is not unusual in inflamed dermoids for all traces of the original epithelial lining to disappear.
Report of Pathology Committee.-" The sections do not contain any element indicating that the cyst is of dermoid origin. The cyst-wall appears to be made up of a thick layer of connective tissue undergoing inflammatory change.
DISCUSSION.
Dr. HERMAN had, in a clinical lecture published in the Clinical Journal of August 22, 1900, p. 277, recorded a case of a pelvic dermoid, not ovarian, which suppurated while the patient was recovering from an uncomplicated ovariotomy. In a paper on " The Suppuration and Discharge into Mucous Cavities of Pelvic Dermoid Cysts," published in vol. xxvii of the Transactions of the Obstetrical Society of Londoni, 1885, p. 254, he had collected a number of cases, some of which, he thought, were certainly not ovarian.
Mr. ALBAN DORAN desired to know Miss Ivens' opinion about the origin of the dermoid. It was not probable that the dermoid elements arose from displaced ovarian tissue, but it seemed very likely to be the homologue of the dermoid cysts occasionally found in the abdomen of men, as in Ord's case recorded in vol. lxiii of the Medico-Chirurgical Tranlsactions, where the tumour was closely related to the bladder and rectum.
Dr. CHAMPNEYS said that he had seen one similar case. The tumour lay between Douglas's pouch and the sacrum, was about the size of an orange, and had no apparent connection with either ovary. It came into notice first during labour, caused considerable obstruction, and the patient died of sepsis.
The PRESIDENT (Dr. Herbert Spencer) asked whether it was possible that the tumour was a degenerated fibroid. He had met with a case in which he enucleated a tumour per vaginam from Douglas's pouch. The pultaceous contents led him to think it was a dermoid. He had to open the abdomen for oozing and found that it was a fibroid which had grown from the back of the lower segment. Examination of the tumour with the microscope showed it to be a cystic fibromyoma. He had several times observed the solidification of the contents of degenerated fibroids (from clotting). This, he thought, might be mistaken for the setting of the liquid fat of a dermoid.
Miss IVENS regretted that she had not seen the paper by Dr. Herman " On the Suppuration and Discharge into Mucous Cavities of Dermoid Cysts of the Pelvis," and mentioned that her communication referred entirely to retroperitoneal dermoids. In answer to Mr. Doran's question respecting the origin of the cyst, Miss Ivens said she believed it to be derived from fcetal remnants, probably the post-anal gut or projection of the hind-gut behind the proctodeal depression. Replying to the President's question as to the presence of hair in the cyst, she said that none could be seen. The diagnosis rested on the greasy character of the contents, which, though liquid on removal, solidified to the consistency of butter on cooling. After repeated attacks of suppuration, extending over a period of seven years, it was unlikely that the original lining of the cyst could be demonstrated.
President's Valedictory Address.
By HERBERT SPENCER, M.D.
IT is a custom honoured by long observance that on quitting office the President should deliver a valedictory address. Like all old customs, it no doubt has its value, though I am at the present moment the one who least appreciates it; but, as your Council has expressed a wish that it should be continued, I propose to give you to-night a short account of the work accomplished in the two years during which I have had the honour of presiding over your meetings. In former times it was usual to commence the address with a full account of those who had died during the presidency. The Council of the Royal Society of Medicine has, however, decided not to publish obituary notices of deceased members, but to confine the Proceedings to scientific matter. One reason for this decision will be seen at once in the fact that a Fellow or Member may belong to many Sections and, if each Section were to publish an obituary notice, the size of the volumes would be seriously increased. At the same time it is to me a? matter of personal regret that this decision has been necessary, for some of the most valuable contributions to the historv and biography of medicine have been originally made to the transactions of learned societies, and I look forward to the time when a historical section shall form part of the Royal Society of Medicine and undertake the task of recording the life-history of the most distinguished of its deceased members.
